Introduction
Ultrasound (US)-guided percutaneous ethanol injection therapy (PEIT) has been used for more than 15 years in selected cases to achieve therapeutic control in both malignant and non-malignant lesions (1, 2 Autonomously functioning thyroid nodules (AFTN) often prompt surgical excision as it is effective in providing immediate relief and safe with a low morbidity (3) . But surgery is not devoid of side- Marked reduction, not specified.
In Denmark approximately 50% of thyroid surgery is performed on the solitary cold thyroid nodule (9) . Regardless of the US-guided fine-needle aspiration biopsy (FNAB) results less than 5% of these patients operated on have thyroid cancer (L Hegediis, unpub¬ lished data). The key to a selective non-surgical approach to cold thyroid nodules is thorough clinical and biochemical evaluation in addition to cytologie evaluation by means of FNAB of the lesion. Based on this strategy, selecting only colloid nodules, the risk of overlooking thyroid cancer is reduced to less than 1% (10, 11) . Many centres, including ours, have abandoned routine operation for the solitary cold thyroid nodule resulting in a 50% reduction in the number of operations. Since levothyroxine treatment for shrinkage of these nodules has little or no effect (12) (13, 14 [10] [11] [12] [13] ml. (20, 22) . Therefore The median dose was 1-3 ml (range 0-5-2-5 ml). Initial mean nodule volume measured by US was 9-0 ml (range 2-7-14-0 ml) and decreased within 1 month to 5-6ml (range 0-8-11-4ml) (Fig. 1 (6) . In fact, serum thyroid hormone levels increased after each injection in most patients (6) . Thyrotoxic crisis due to ethanol ablation of toxic nodules has been described in a case report (46) . It seems advisable to pretreat severely thyrotoxic patients with antithyroid medication or 0-blockers to prevent an exacerbation of thyrotoxic symptoms (7) . In spite of release of thyroid antigen, formation of autoantibodies is rarely seen and has been estimated to be only 0-1% after 1-3 years of follow-up (7, 22 
Parathyroid glands
Ultrasonography is widely applied in the localization of abnormal parathyroid glands. The ability to visualize parathyroid tumours and to obtain a reliable tissue diagnosis by US-guided FNAB has formed the basis for US-guided FEIT (US-guided chemical parathyroidectomy) (16) . US-guided FEIT (Fig. 2) may be performed on an out-patient basis using local anaesthesia and has been used in patients with primary hyperparathyroidism (F-HPT) as well as in patients with hyperparathyroidism -secondary or tertiary -due to renal disease.
Primary hyperparathyroidism
The conventional treatment of patients with P-HPT is neck surgery. In experienced hands a high cure rate (>95%) and a low complication rate can be expected (48) . However, the diagnosis of P-HPT and the decision to operate is often made by non-surgical specialists and thus the published surgical series clearly comprise selected materials probably influencing the excellent surgical results reported. Several patients, particularly the elderly in whom the symptoms of hypere aleaemia (16, 49) . In these patients US-guided PEIT may be an alternative (16 (16, 53) .
A major restriction for PEIT is the possible difficulty in accurately localizing the parathyroid tumour using US. Thus, in a study by Karstrup et (54, 57) . Additionally, should the need arise, PEIT could pose a problem in the interpretation of a subsequent biopsy. 20 (P-HPT) 15(P-HPT) 13 (P-HPT) 7 (P-HPT) 12 (S-HPT) 50 (50, 59, 60 (68) , radiofrequency electrocautery (69), high intensity focused US (70) , or by freezing using cryosurgery (71) . The 
